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Background: Third molars are present in 96.6% of humans, although they do not always erupt completely. Between 
9.5% and 73% of them remain impacted. Surgical removal of impacted third molars is the most common practice 
in oral and maxillofacial surgery. This procedure results in traumatism and, consequently, the postoperative phase 
will involve symptomatology. It is uncommon to find studies that directly relate postoperative symptomatology 
and the operator’s experience. The aim of this study was to determine the differences regarding postoperative 
symp-tomatology in patients undergoing the bilateral extraction of lower impacted third molars and according to 
the operator’s experience. 
Material and methods: A prospective cohort double-blind study was conducted in 50 healthy patients (100 molar 
extractions) to whom both lower third molars were removed by two dentists with different degree of professional 
experience. The extractions were randomly assigned with a split–mouth design. If an operator extracted the lower 
third molar on one side, the other operator extracted the contralateral one. The variables studied after four days of 
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Introduction
The extraction of the third molar (M3) is found among 
the most frequent procedures performed in Oral and 
Maxillofacial Surgery. In the United Kingdom one mi-
llion extractions are performed annually and about 5 
mil-lion in the U.S. (1). The upper M3s are impacted in 
a greater proportion with a prevalence in young adults 
that reaches up to 65-73%, according to the consulted 
literature (2) and with no gender differences (3).
If M3 is asymptomatic and there is another pathology 
such as caries or a lesion presumptively diagnosed as a 
cyst, etc., the American Association of Oral and Maxi-
llofacial Surgeons (AAOMS) recommends preventative 
removal or, if not removed, clinical and radiological 
follow-up by a specialist on an annual basis (4). Other 
au-thors, however, advocate a waiting attitude until cli-
nical signs and symptoms lead to the need for extraction. 
Numerous studies such as those by Alves-Pereira et al. 
(5), state that between 18 and 40% of asymptomatic M3s 
are extracted. As a matter of fact, for Fuster-Torres et 
al. (6) preventative extraction is the most common indi-
ca-tion, followed by orthodontic reasons, pericoronitis 
and caries.
The extraction of the impacted M3 is associated with a 
series of immediate postoperative reactions such as pain, 
inflammation and trismus, and possible long-term events 
due to both the operative difficulty caused by the impac-
tion of the molar and the anatomical characteristics of 
the operative field, affecting, thus, the patients’ quality 
of life (7).
The complication rate ranges between 2.6 and 30.9%, 
being the outcomes influenced by various factors such 
as the age and health status of patients, gender, race, 
weight, body mass index, the degree of impaction of the 
third molar, proximity to the inferior dental nerve canal, 
smoking habits, consumption of contraceptive drugs, 
level of oral hygiene, surgical technique and the opera-
tor’s experience inter alia (8). Thus, prior to addressing 
a surgical extraction the degree of difficulty should be 
assessed.
In order to assess the position of the M3 the classifica-
tion proposed by Pell and Gregory (9) is traditional-ly 
used. Other indices based on its position in space, and 
with the help of radiographs—have been proposed for 
Results: Statistically significant differences were detected in the time of intervention and in trismus, since the most 
experienced operator always needed less time and caused higher degree of trismus. However, this does not entail more 
inflammation or pain in patients, so there are no relevant differences between operators with more or less experience 
(p>0.05). 
Conclusions: The postoperative period is more favorable for the most experienced operator, although the results do not 
vary in a relevant manner between them.
Key words: Preemptive analgesia, dental extraction, cyclooxygenases, real-time polymerase chain reaction.
guidance concerning the difficulty to remove the M3, as 
the method described by Koerner et al. (10).
Although many demographic, clinical, operative and 
anatomical factors influence postoperative sympto-ma-
tology (8-15), we are to focus on those referring to the 
operator’s degree of experience. A surgeon with grea-
ter experience than another’s, although with the same 
level of training, is expected to obtain more favorable 
results in terms of operative times and, therefore, the 
postoperative quality of life of patients is expected to 
be better. As mentioned above, there are other factors 
that also influence and consequently lead us to think 
that, in principle, the expertise of operators is not a 
determining factor for the severity of postoperative 
symptomatology.
Given the lack of studies evaluating the influence of the 
surgeon’s expertise when removing the impacted lower 
third molar, we intend to conduct a research relating the 
time used by operators to perform these procedures con-
sidering their expertise and the degree of difficulty of 
these surgeries, allowing determining, thus, the different 
postoperative course in terms of pain, inflammation and 
trismus between the groups of patients op-erated on by 
each surgeon.
Some studies (13) show that, if the M3 is extracted by 
specialists with extensive experience, there is a signi-
fi-cant reduction in the time required for surgery. The 
difficulty and postoperative factors entail that the sur-
geon’s therapeutic decision must always be based on a 
sound scientific basis and that the technique to be perfor-
med must be as conservative and noninvasive as possi-
ble. For this reason, the surgeon’s experience influences 
the degree of difficulty of the extraction and planning, 
what helps reduce both the intraoperative time and pos-
sible postoperative complications.
The main objective of this study was to determine, de-
pending on the operator’s degree of expertise, whether 
there were significant differences in the postoperative 
course of patients undergoing bilateral extraction of the 
impacted lower third molar. To this end, possible diffe-
rences between the two operators were analyzed consi-
der-ing the total time elapsed in each surgery, course of 
postoperative inflammation, assessment of trismus and 
pain reported by patients at day 4 post-surgery.
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Material and Methods
A prospective cohort double-blind study was conducted 
from January to June 2018 on 50 healthy pa-tients from 
a private clinic and whose both lower third molars were 
removed by two dentists with different num-ber of years 
of professional experience. The most experienced sur-
geon was called ‘operator 1’ (Op1) and the least expe-
rienced ‘operator 2’ (Op2). Both professionals had com-
pleted the same master’s degree in Oral Sur-gery and 
Orofacial Implantology (University of Barcelona) and 
there were 10 years of difference between their work 
experiences.
The study protocol complies with the guidelines marked 
by the Declaration of Helsinki and was approved by the 
Clinical Research Ethics Committee of the University of 
Murcia (ID: 1909/2018). 
Inclusion Criteria were: 1) patients aged between 18 and 
40 years; 2) third molars positioned at an angle greater 
than 20 degrees with regard to the axial plane of the se-
cond adjacent molar; 3) mesioangular or hori-zontal po-
sition; 4) position B, C, class I and II of the classification 
by Pell and Gregory, which translates into a degree of 
complexity 1 (slightly difficult), 2 (moderately difficult) 
or 3 (very difficult) according to Koerner’s surgical diffi-
culty index; 5) no pathological history of interest (ASA I 
or II, in accordance with the American Society of Anes-
thesiologists) nor medically compromised (16).
Exclusion Criteria were: 1) patients with systemic pa-
thology (ASA higher than II), pregnant and allergic to 
anesthetic, antibiotic or anti-inflammatory drugs; 2) no 
more than three points of difficulty between the two 
third molars (according to Koerner’s surgical difficul-
ty index); 3) patients who do not need to undergo any 
ostectomy or odontosection of crown; 4) patients being 
treated with NSAIDs (nonsteroidal anti-inflammatory 
drugs) or analgesic agents within 15 days prior to sur-
gery, and finally, 5) failure to accept and sign informed 
consent form.
-Study Design
This is a pilot study and the patients were operated on ran-
domly an online service (www.randomization.com) was 
used without the patient ever knowing the category or rank 
of the surgeon who was to perform the surgery. Each of 
the operators (1 and 2) performed the surgery and extrac-
ted one lower third molar one month apart (recovery time). 
The split–mouth design was utilized, i.e. each patient’s M3 
(symmetrical and with the same complication) was opera-
ted on by a different surgeon. Both of them were right-han-
ded and always performed the surgery from the right side 
of the patient, regardless of the M3 to be extracted.
-Operative Records
After the surgery all patients were given written instruc-
tions about the postoperative medication.
A third researcher (operator 3) gave each patient a leaflet 
to record the intensity of pain by using a visual an-alo-
gue scale (VAS) (17), every hour for the first six hours 
after tooth removal, and in the morning and at night on 
a daily basis until day 4. The patients had to write down 
the number of analgesic capsules they took at all times.
Inflammation or edema was objectified by following the 
technique described by Amin and Laskin in 1983 (18), 
measuring by means of 2/0 dental floss of 20cm in len-
gth the distance from the external edge of the eye to the 
cutaneous area of the gonion (mandibular angle), and 
the distance from the tragus to the oral commissure pre-
viously marking the anatomical landmarks on the skin 
with a fine-tip permanent marker pen rather than hen-na 
(Fig. 1). These measurements were taken by researcher 
3 just before and 72 hours after surgery. Depend-ing on 
the obtained results, these were classified according to 
the increase in measurement: no inflammation (0mm), 
mild inflammation (1–5mm), moderate inflammation 
(6–10mm) and severe inflammation (>10mm). Prior to 
beginning this phase of the study, training and calibra-
tion of researcher 3 was carried out to achieve the ability 
necessary to correctly implement such measurements.
Fig. 1: The distance from the external edge of the eye to the cutaneous area of the gonion (mandibular angle) (A) and the distance from the 
tragus to the oral commissure (B), as well as trismus (C). 
A B C
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Questionnaires were collected at day 5 after surgical 
exodontia. Trismus was assessed objectively by calcu-
lat-ing the difference between the initial maximum inte-
rincisal opening, prior to anaesthetizing the patient, and 
the final oral opening 72 hours after surgery by means of 
a vernier caliper calibrated in millimeters.
A series of intraoperative and postoperative variables 
were also collected, including gender, patient’s age (in 
years). Degree and type of impaction of the third molar 
in accordance with the classification by Pell and Gre-
gory (9), the angle regarding the second lower molar and 
the degree of complexity of the extraction according to 
Koerner index (10) were assessed by two of the resear-
chers (Op1 and Op2, previously trained). They were ca-
li-brated obtaining a level of agreement of 86.41% (ka-
ppa = 0.63), 87.56% (kappa = 0.72) and 89.1% (kappa = 
0.86) respectively between them (95% CI).
Other intraoperative variables collected were the quan-
tity, in cubic centimeters, of local anesthetic adminis-te-
red, the total duration of surgery (from the moment of 
incision to the last stitch), the time in which the first 
sign of the anesthetic effect appeared after injection, the 
actual time for ostectomy and tooth sectioning simply 
counting the seconds during which the drill was working 
on the bone or tooth, as well as the total time to ob-tain 
the dislocation of the M3, alveolar curettage and suture.
The number of capsules or tablets for the rescue analge-
sic treatment (metamizole magnesium in 575mg cap-su-
les) and the oral opening after 72 hours were among the 
variables included in the postoperative course, as well as 
the recording of other aforementioned facial distances. 
The surgical extraction of the lower M3s was performed 
by following the usual technique, administering lo-cal 
anesthesia and performing inferior alveolar nerve block 
by means of direct technique, and injecting 4% arti-cai-
ne with 1:100,000 epinephrine (Artinibsa® by Labo-
ratorios Inibsa Dental, Barcelona, Spain) in the buccal 
cavity through the same type of needle (Monoprotect® 
30G/0.3x25mm by Laboratorios Inibsa Dental, Barce-
lo-na, Spain). If necessary during surgery, intrapulpal, 
intraligamentary or infiltrative anesthesia was injected 
as an anesthetic booster. The total quantity of anesthetic 
agent should not exceed three 1.8mL compules (5.4mL 
of anesthetic solution) otherwise the patient was with-
drawn from the study.
A sterile field was prepared and, in order to obtain a par-
tial Neumann mucoperiosteal flap, a distal incision of 
2cm in the second lower molar was carried out (with 
number 3 scalpel handle and number 15 blade), as well 
as an intrasulcular incision around this tooth and a verti-
cal incision with vestibular release which was retracted 
by means of Minnesota retractor. In addition, if neces-
sary, the lingual flap was separated with Freer periosteal 
elevator.
To remove the M3 ostectomy was performed, as well as 
odontosection of crown and roots if necessary, to obtain 
the dislocation and extraction of the M3. Immediately 
thereafter, the operative area was curetted—both the 
alveolus and the space between the periosteum and the 
mandibular buccal cortical bone were washed with pres-
surized sterile saline solution. For the suture, 3/0 silk 
thread was used with C-16 atraumatic needle.
Each of the operative times, i.e. the time elapsed for the 
anesthesia to take effect, incision time and flap de-tach-
ment, ostectomy, tooth sectioning and dislocation–avul-
sion and suture, were timed by operator 3.
-Statistical Analysis
Data were analyzed through the statistical program Sta-
ta (StataCorp. 2015. Stata Statistical Software: Re-lease 
14. College Station, StataCorp LP, Texas, USA). Means 
and percentiles were calculated to describe quanti-tative 
variables, and percentages to describe categorical va-
riables. With the purpose of analyzing the differences 
between operators, the median test was used for paired 
data, since variables often had asymmetric distributions, 
and in some cases the Stuart–Maxwell test for marginal 
homogeneity was applied. Concerning the analyzed va-
ri-ables, the percentage of times (or interventions) the 
most experienced surgeon (operator 1) was better than 
the least experienced (operator 2) was calculated as 
well. Comparisons with p value <0.05 were considered 
statistical-ly significant.
Results
A total of 50 patients were included in the study, 32 men 
(64%) and 18 women (36%). Each surgeon operat-ed on 
one of the two lower third molars—a total of 100 surgi-
cal extractions were performed.
The age of patients ranged from 18 to 37 years, with a 
mean age of 23.44 (SD±5.19) years. Reason for the ex-
traction: 32% (Op1) and 40% (Op2) were asymptomatic 
but with pathology derived from malposition (rhi-zoly-
sis of adjacent molar, caries, pericoronitis, etc.). The 
least prevalent indications were dental crowding and re-
current episodes of pericoronitis by 8% for both opera-
tors. No significant differences were observed between 
operators in terms of extraction indications. In relation 
to the number of anesthetic compules, both operators 
administered a minimum of 1.5 anesthetic compules, 
although Op1 administered more anesthesia (2.28 vials) 
than Op2, being the average time until anesthesia began 
to take effect shorter for Op1 (3.12 minutes) compared 
to Op2 (4.6 minutes). However, there were no statistica-
lly significant differences (p=0.16).
The total average time for surgeries was 21.76 (SD±7.68) 
minutes. Table 1 shows how, in each of the parts the sur-
gery consists of, the time used by Op2 was always sli-
ghtly longer than by Op1. Tooth sectioning, which was 
not an inclusion criterion, was not necessary in 8 extrac-
tions for each operator. Without increasing the total time, 





 Operator 1 Operator 2 
Variable Mean±SD RANGE  
(min-max) 
Mean±SD RANGE  
(min-max) 
Anesthesia 3,16±2,09 1-9 4,56±1,31 2-7 
Ostectomy 1,20±0,55 0,51-2,06 1,62±0,73 0,51-2,83 
Odontosection 1,22±0,81 0-3,8 1,96±0,71 0-3,51 
Dislocation-avulsion and suture 3,48±0,95 2-5 4,90±1,86 2-9 
GLOBAL TIME 17,76±5,62 9-26 25,76±7,41 14-40 
 
Table 1: Time used by each operator in each part of the surgery (in minutes).
the means were 1.14 minutes and 1.98 minutes for Op1 
and Op2, respectively. In 84% of patients belong-ing to 
Op2 group, the time elapsed for ostectomy and/or too-
th sectioning was significantly longer (p<0.00005). In 
terms of overall time, this was higher in all surgeries by 
Op2 (mean: 25.8 min) than in those by Op1 (mean: 17.8 
min), being the difference between operators statistica-
lly significant (p=0.00005) (Table 1).
The career as an oral surgeon was taken into account to 
assess the degree of expertise of operators. In rela-ting 
this aspect to the time needed in each surgery—consi-
dering factors such as the degree of surgical difficulty, 
etc.—it is observed that in general Op1 always needed 
less time than Op2 (p=0.00005). The lower the level of 
expertise, the higher the time elapsed when working re-
gardless of the degree of difficulty (p<0.05).
Nevertheless, if we analyze the overall time for sur-
gery based on the degree of difficulty of extractions 
(ac-cording to Koerner index), such time was higher 
for Op2 than for Op1 in 92% of patients (p<0.00005). 
This percentage was 100%, 75% and 100% when the 
degree of difficulty was 1, 2 and 3 respectively, being 
the diffe-rences between operators statistically signi-
ficant (p<0.0005). In relation to the degree of difficul-
ty, the Kappa index between both operators was 91% 
(p<0.00005).
The minimum value for pain indicated in VAS was 0 and 
the maximum was 10, i.e. there were patients who repor-
ted pain rated as unbearable, although only four patients 
treated by Op1 reported this maximum pain at hour 4 
and 5 in the postoperative period.
The mean value for pain indicated in VAS was similar 
during the first hour post-extraction (0.6 and 0.7 for Op1 
and Op2, respectively), but with statistically significant 
differences (p<0.05) at hour 1, 2 and 3, being pain grea-
ter during the first hour in nearly 88% of surgeries by 
Op1, whereas during the second and third hour post-sur-
gery pain was greater in patients from Op2 group (Fig. 
2). On the first day post-surgery there were statisti-cally 
significant differences (p<0.001) regarding postoperati-
ve pain between the two operators. On the second day 
both in the morning and at night, pain was greater in 
Fig. 2: Evolution of pain after surgical removal considering the experience of the operator. 
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participants treated by Op2 than in those treated by Op1, 
whereas on the last day, day 4, pain was slightly greater 
in those patients treated by Op1, with no statistical-ly 
significant differences on any of those days (Table 2).
With regard to the consumption of analgesics, 69.2% 
of patients took more analgesics with Op1 than with 
Op2, with a mean of 1.8 and 1, respectively (p=0.0755). 
With respect to the total number of surgeries, the dif-fe-
rence in inflammation (facial measurements) was 0.84 
(SD±19.94) mm, whereas the mean for trismus was 9.78 
(SD±7.69) mm. When analyzing the increase in facial 
measurements at 72 hours, it is observed that in the case 
of Op1 the postoperative facial edema was almost im-
perceptible, while in the case of Op2 differences were 
detected between preoperative and postoperative in-
flammation, with statistical significance compared to the 
most experi-enced operator (p=0.040).
The degree of facial inflammation expressed by means 
of the difference between the preoperative and postope-
rative measurements was 0.7 and 4.32mm for Op1 and 
Op2, respectively; i.e. it was not statistically significant 
(p=0.8877) (Table 3). Fifty-two per cent (52%) of times, 
patients treated by Op2 had greater facial inflammation. 
The difference in the degree of oral opening or tris-
mus was greater in surgeries performed by Op1 (mean: 
10.7 mm) compared to those by Op2 (mean: 8.9mm), 
(p=0.040).
Discussion
During the postoperative period in surgical extraction of 
impacted M3s, pain, swelling and trismus occur. They 
depend on many variables analyzed in our work, inclu-
ding the operator’s degree of expertise.


















Op 1 > Op 2 
87,5 12,5 26,1 40 48 53,2 38,1 42,1 53,3 35,3 63,2 58,8 


















Table 2: Percentage of times pain was greater with operator 1 that with operator 2. Statistical differences between operator 1 and 2. 









 (External edge of the eye - Gonion) + (Tragus - Oral commissure)   
 Pre Post Difference p-value 
Operator 1 105,24 + 103,86 107,26 + 102,6 0,7 0,8877 











Table 3: Differences between pre and post-operative facial measures for each operator (millimeters).
traoperative complications was not analyzed, we must 
indicate that the sample comprised young patients be-
tween 18 and 37 years of age. Several authors state 
that the removal of third molars is considerably less 
complicated when performed in young adults, with in-
creased com-plications in patients over 50 years of age 
(8,11,12). However, other authors did not find a signifi-
cant relation-ship between age and operative time, and 
the incidence of postoperative complications (13).
The influence of patient’s gender was not related to the 
occurrence of complications either. Many studies have 
shown that women reported greater pain in VAS after the 
extraction of the M3 (11), although these results consi-
derably differ from those obtained by Alvira-González 
et al. (12) and the study by Pell and Gregory (9), without 
observing differences between genders.
As regards the reasons for the extraction, we concluded 
that for both operators the major indication was asymp-
tomatic M3s along with pathology (caries, a lesion pre-
sumptively diagnosed as cyst, etc.), 32% of cases for 
Op1 and 40% for Op2, whereas in very few cases the ex-
traction was due to recurrent episodes of pericoro-nitis. 
These data coincide on those of Fuster-Torres et al. (6) 
or of Marques et al. (19), who recommend preven-tative 
extraction due to the high prevalence of caries (20.6–
30.2%) occurring in the distal aspect of the second mo-
lar. For their part, Alves-Pereira et al. (1) highlight that 
the main reason for extraction is the prevention of peri-
coronitis, closely associated with M3 impaction.
In the present study, in which 4% articaine with 1:100,000 
epinephrine was used as an anesthetic solution, Op1 ad-
ministered a mean of 2.28 compules while Op2 utilized 
2.18 compules (p>0.05). These data are similar to those 
obtained in the study by Benediktsdóttir et al. (20).
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The estimation of the degree of difficulty for the ex-
traction of M3s is necessary to reduce the surgery time. 
In our work, the difficulty index was assessed by both 
operators, having previously carried out a concordance 
test. Authors such as Ferrús-Torres et al. (21) confirm 
that clinical expertise in foreseeing surgical difficulty is 
a very important factor for the postoperative period, and 
mistakes when estimating such degree decrease as sur-
gi-cal expertise increases. Poor surgical planning could 
lead to intraoperative events and, therefore, increase the 
time for surgery. Other authors confirm that surgeons 
with lower expertise level make many more mistakes 
when preoperatively assessing the extraction difficulty 
(8). However, Komerik et al. (22) found no relation with 
exper-tise and the prediction in the degree of surgical 
difficulty.
As regards the surgery time, in our study the most ex-
perienced operator (Op1) performed the extractions in 
less time than Op2 in 100% of surgeries with p<0.005; 
results shared with Susarla and Dodson (15), who also 
concluded that the surgical experience and the dura-
tion of surgery had a negative correlation, i.e. the hi-
gher the expertise level, the shorter the operative time. 
Other studies prove that if the M3 extraction is carried 
out by pro-fessionals with a lot of experience, the ope-
rative time is reduced significantly (13). Some authors 
even state that, per each year of operator’s experience, 
the operative time is reduced at a 0.20 minutes/year rate 
(15).
Regarding the position of the M3, the greater the bone 
depth, the greater the difficulty in removing it, the dura-
tion of surgery, inflammation and trismus (23). Never-
theless, the level of patient’s postoperative pain or the 
need for analgesics according to the type of impaction, 
are very difficult to foresee. Severe impaction forces 
the surgeon to perform greater ostectomies and imple-
ment more complicated extraction maneuvers, althou-
gh au-thors like Fisher et al. (24) found no increased 
pain when comparing patients with partially erupted and 
unerupt-ed third molars.
Studies by Berge and Boe (23) showed that swelling in-
creases as the operative time increases, being especial-ly 
important when surgery exceeds 15 minutes time.
Measurements on the patient’s face were already des-
cribed by Amin and Laskin (18) in 1983 to assess and 
objectify inflammation. In our study inflammation was 
only measured before surgery and at 72 hours post-sur-
gery, since our objective was to see who of the two ope-
rators caused more inflammation. The mean oral ope-
ning ranges between 32mm and 77mm in adults (25). 
However, in our study the most experienced operator 
obtained a mean reduction of 10.7mm in postoperative 
opening, whereas the least experienced operator obtai-
ned a mean reduction of 8.9mm in postoperative ope-
ning, i.e. trismus was always higher in patients treated 
by Op1, specifically 66% of the time, establishing a 
statistically significant difference (p<0.05). However, 
for Jerjes et al. (26) the incidence of trismus was higher 
in the group of less experienced surgeons. On the other 
hand, Tenglikar et al. (27) obtained a statistically sig-
nificant relationship between inflammation and trismus 
regarding the opera-tive time.
Many factors, such as gender, age, patient’s anxiety, sur-
gical difficulty (22), and even the operator’s degree of 
expertise, influence pain. A study that assessed the in-
tensity of postoperative pain after M3 extraction showed 
that the patient’s age, operative time, the surgeon’s de-
gree of expertise, the occurrence or absence of perico-
ronitis and the degree of impaction did not influence the 
severity of postoperative pain, being the patient’s gender 
the only factor which used to be statistically significant 
(24).
The operative time is considered to be determined by the 
position of the molar and the surgeon’s expertise. These 
parameters would determine, therefore, the difficulty of 
the procedure, since they would intensify edema, inflam-
mation and the duration of pain (22). On the other hand, 
Tenglikar et al. (27) obtained a statistically sig-nificant 
relationship between pain and the duration of surgery. 
However, according to Van Gool et al. (28), the severity 
of pain after removing the lower M3s does not seem to 
be related to the type of incision, the amount of ostec-
tomy or the need for tooth sectioning.
In addition, there are studies that relate the professional’s 
little experience to increased pain, and consequent-ly to 
increased consumption of analgesics after surgery (14), 
whereas studies like those by Rakhshan et al. (7) do not 
find any relation between the operator’s expertise and 
postoperative pain. Furthermore, pain and analgesic in-
take increased when surgical trauma increased (29). In 
our study patients operated on by the most experienced 
surgeon received in 69.2% of cases more rescue analge-
sic treatment than those treated by the least experienced 
operator.
After analyzing the results, the conclusion drawn is that 
there are differences between the two operators re-gar-
ding the course of postoperative period after surgical re-
moval of impacted lower M3s. With respect to the time 
needed by each of the operators, the most experienced 
operator always completed the surgery in less total time 
than the least experienced operator, and concerning the 
inflammation occurring in the postoperative period no 
differences between both of them were detected in terms 
of facial measurements. Trismus, however, was greater 
in those patients treated by the operator with more ex-
perience. As regards pain, significant differences were 
found between the patients of the two surgeons during 
the first three hours of postoperative period, being this 
more intense in those operated on by Op1 (more expe-
rienced).
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Concerning the extraction of an impacted lower M3 with 
certain surgical difficulty, the postoperative course of 
patients operated on by a surgeon with more experience 
does not foreseeably differ very much in the results com-
pared to those of a less experienced operator, although 
the former requires less time to complete surgery.
The major problem found in the reviewed literature is 
that very few studies take into account the operator’s 
degree of expertise and those considering such degree 
do not specify neither the training each operator had in 
this field, nor the years of professional experience in 
Oral Surgery. No designs of detailed studies are made 
either because studies are not conducted by following 
the split–mouth design.
We conclude that, although Op2 needs more time when 
performing any surgery due to less professional ex-pe-
rience compared to that of Op1, even with equal difficul-
ty degrees, his/her postoperative period does not en-tail 
more inflammation or pain in patients, so there are no 
relevant differences between surgeons with more or less 
experience. The skills and training received are the factors 
influencing to a greater extent the operative pro-cess.
The main limitation of our study was the sample size 
because we needed the same patient to undergo the 
ex-traction of the two lower third molars, with similar 
complexity (according to Koerner’s index), and on two 
dif-ferent days. For this reason, in order to have pre-
liminary data, we decided to conduct a pilot study. In 
prospec-tive research we would like to increase the sam-
ple size and compare two large groups of oral surgeons, 
each one of them with different experiences in oral sur-
gery, and even to compare other oral surgery services 
from other faculties with ours.
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